Detection and treatment of occult nodal metastasis and management of the clinically N0 neck have posed a challenge in head and neck squamous cell carcinoma (HNSCC). In an attempt to translate successful staging strategies employed in breast carcinoma and melanoma, sentinel node biopsy (SNB) has been investigated in the context of HNSCC over the past decade. The concept of sentinel node biopsy relies on the theory that the firstechelon node/s (sentinel node) will harbor the lymphatic flow from the tumor, and pathologic evaluation of this node will accurately reflect the nodal staging. [1] [2] [3] In particular, early-stage oral-cavity and oropharyngeal cancers have been targeted for studies evaluating the utility of sentinel node biopsy, and the incidence of occult metastatic disease to the cervical lymph nodes is approximately 20-30% in low-stage oral-cavity cancers. [4] [5] [6] Most investigations have focused on the possibility that accurate SNB may facilitate avoidance of staging neck dissections, particularly in patients with low-stage T1-2 oral-cavity cancer that would avoid postoperative radiotherapy with low-risk primary tumor and pathologically negative neck.
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In this issue, Kovacs et al. address the prognostic value of sentinel lymph node biopsy in oral/oropharyngeal squamous cell carcinoma. With a moderate sample size of 103 patients, they reported no false negatives, and poor prognostic associations with patients that had a positive sentinel node. Although encouraging, there are several unique characteristics of this study that make it difficult to extrapolate these findings to routine clinical practice: (1) the use of intra-arterial high-dose chemotherapy given 3-4 weeks prior to surgery for primary cancer is not widely adopted, and may have variable effects on clinical disease outcomes, lymphatic drainage patterns, or impacted micrometastatic spread to draining lymph nodes, (2) uniform use of fluorodeoxyglucose positron emission tomography (FDG-PET) may have stage-shifted patients such that the study population was enriched for pathologic N0 neck disease, and resulted in the low upstaging rate reported by these authors as compared with other published data.
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The prognostic significance of a positive sentinel node reported in this study is difficult to assess in a larger context as well because: (1) planned postoperative radiation was employed for patients with a T2 primary tumor with an N0 neck, a practice not uniformly applied, (2) only 1/9 patients who were upstaged by positive SNB actually received postoperative radiation, a usual standard of care, and (3) the reported diameter of all the positive nodes was C10 mm and the diameter of the metastasis averaged 4.6 mm; it is unclear why these nodes did not fulfill computed tomography (CT) size criteria (1.0 cm) that designate a pathologic node.
A recent large meta-analysis in HNSCC conducted by Paleri et al. estimated a detection rate of 90% and a falsenegative rate of 10% for SNB. 11 Although a false-negative rate of zero is reported by Kovacs et al., there were two patients who developed contralateral neck metastasis and one patient with submandibular gland cancer of unreported histology, reflecting a lack of consensus regarding the definition of a false-negative SNB in HNSCC. Of note, in two recent series evaluating SNB it was demonstrated that unanticipated contralateral sentinel lymph nodes can occur in 15-20% of patients. Continued studies regarding the utility of SNB may help in defining these issues. In particular, prospective randomized trials may help in determining clinical outcomes comparisons, as well as cost-benefit analyses regarding the use of SNB compared with staging neck dissection in appropriate patient cohorts.
